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If Palliative Care Is the Answer, What Is the Question?

By J. Russell Hoverman, MD, PhD

There are patient images that stay with us. An early one is of an
elderly gentleman, a sharecropper from eastern North Carolina.
Weak and emaciated from his pancreatic cancer, he is wheeled
into the exam room by his son. His son, having left his job as a
health care worker in Washington, DC, to care for his father,
lifts him into his arms and places him gently on the examination
table. The patient is comfortable, and we have little to offer, so
his son lifts him again, placing him back in the wheelchair to
take him home and care for him until he dies.

Another, now in a rural community, is that of an elderly
gentleman with lung cancer. After unsuccessful chemotherapy,
he is offered a referral to an academic center. He declines, stat-
ing that he has worked on a farm all his life, understands life and
death, and simply wants to be cared for at home. A third is that
of a religious community that provides all that is needed for
their dying members, including a free-standing nursing facility.
It was there that I visited another patient dying from metastatic
cancer, cared for by who were, essentially, her sisters. These
patients expected to die in a certain way—a ritual of dying.
Family members and the community are critical parts of this
ritual and were more than willing to participate.

All of these patients had exceptional palliative care (lower-
case pc: the spectrum of care for maintaining comfort for those
with terminal disease) without the need for Palliative Care (up-
percase PC: indicating formal consultation with a specialty
trained professional). The article by Rocque et al1 in this issue
recommends PC as an intervention for patients with advanced
cancer who experience an “unscheduled” admission to the hos-
pital. The authors reference current literature and the ASCO
Provisional Clinical Opinion (PCO)2 to support this recom-
mendation. Understanding the PCO is critical for understand-
ing how PC fits into the broader spectrum of palliative care.

The PCO relies heavily on the article by Temel et al3 dem-
onstrating the benefit of early PC for patients with metastatic
lung cancer (NSCLC) treated in an academic cancer center. On
the basis of this study, the PCO recommends that “combined
standard oncology care and palliative care should be considered
early in the course of illness for any patient with metastatic
cancer and/or high symptom burden.”3(p880)

The Temel study3 involved a number of components: pa-
tients, site of service (SoS), disease, and intervention. The study
can be looked at symbolically as follows:

Control arm: x (P) � NSCLC � SoS 1 � SC 1

3 Outcome 1

Intervention: y (P) � NSCLC � SoS 1 � SC 1 � PC1

3 Outcome 2

where x (P) � number of patients in the control group; y (P) �
number in the intervention group; SoS 1 � study site of service;
and SC 1 � standard of care at SoS 1.

The PCO extrapolates these research findings into:

All (P) � NSCLC � SoS (1,2,…x) � SC (1,2,…x)
� PC (1,2,…x) 3 Outcome 2

Logically, one cannot make this jump if there are differences
in the characteristics of the SoS, the SC, and even PC. The PCO
authors note that PC consists of a number of components:
realistic goal setting, skilled communication, and systematic
symptom assessment. The place of these components individ-
ually was not addressed in the PCO. Why cannot all or some of
these be part of the standard of care without the need for PC,
and what can they contribute? The literature is replete with
studies of these components, and as this is not a systematic
review, a few are noted: (1) In a study by Wright et al4 that
linked remembered conversations about prognosis to better
outcomes, the only SoS with more patients than not who re-
membered those conversations was New Hampshire Oncolo-
gy-Hematology. (2) Kalisiak et al5 combined physician
education, systematic feedback in a peer review structure, and
available PC to reduce late chemotherapy use from 21% to 7%.
(3) For Dudgeon et al,6 systematic symptom assessment in-
creased detection of symptoms and improved care. (4) Lun-
dquist et al7 found that simply informing patients that their
disease was terminal improved end-of-life care. (5) Blayney et
al8 showed, in an academic setting, that feedback to fellows
reduced late chemotherapy from 50% to 20%. (6) Living wills
make a difference,9 and in a community where more than 85%
of hospitalized patients have advanced directives, 98% will
chose to forego aggressive care.10 (7) Alternative payments
structures may make a difference.11,12 (Ironically, PC as a hos-
pital-based discipline owes its growth to a payment system that
bundled services).

Furthermore, a key characteristic of the SC arm was its ag-
gressiveness. The administration of chemotherapy in the last 2
weeks of life is a measure of aggressiveness that crosses treatment
settings. In the Temel study, 3 the percentage of patients who
received late chemotherapy was 24% in SC and 17% with a PC
intervention. Our internal Quality Oncology Practice Initiative
(QOPI) practice data for spring 2012 indicate a rate of 11.6%,
with a range of 6.9% to 17.5%.13 This is consistent with QOPI
overall averages.14 Colla et al11 documented a rate in the Medi-
care population of 14%. Recent data of Medicare patients in-
dicate a rate less than 10% in all sites, but with considerable
variability.15

The conclusion can only be that the Temel study was done at
an SoS characterized by aggressive care. This may be due to the
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self-selection of patients who go to academic centers: younger,
predominantly white, economically better off,16 and likely
more optimistic regarding the benefits of current therapies.17 As
well, patients at referral centers may be displaced from their
communities and traditional sources of support. Whatever the
reason, the data are consistent in showing less aggressive care in
the self-selected, predominantly community-based practices
that report to QOPI. These practices likely do not have in-
house PC and certainly have not had concurrent PC for their
patients with metastatic disease. Although a ready intervention
for some sites, PC is neither sufficient nor always necessary to
achieve satisfactory end-of-life care.

What then about the Rocque et al1 study? A PC intervention
will likely be beneficial, but there are no clinical trial data on
measuring the magnitude of benefit of PC for patients with a
median survival of 3.4 months. Even so, the opportunity to
prevent that unscheduled admission will have been lost. To
achieve exceptional pc, a wider approach is called for. We can
frame the critical components of a standard of care for patients
with incurable cancer. These would include the above-men-
tioned (1) goal setting, (2) skilled communication, (3) system-
atic symptom assessment, as well as (4) easy access to PC18; (5)
systematic collection of relevant metric data with a forum for
continuous feedback; (6) directives and advance care plan doc-
umented in a source accessible from any site of service; (7)
community resources, particularly hospice care, to provide sup-
port outside the hospital and clinic (for displaced patients, these
resources may need to be identified, and in some cases, created);

and (8) alternative payment schedules that encourage teamwork
and eliminates piece-work billing. PC, then, is but one piece of
the puzzle that when put together can yield superb palliative
care.

As I write this, another image recurs. It is of a 40ish gentle-
man lying unconscious in bed, feeding tube in place, in the
current state for more than 10 years. Our job as his health care
team over the next month was to be sure he did not die “on our
watch.” He was trapped in a technologic purgatory (pre-Quin-
lan, pre-Cruzan) between fully living and the ritual of dying.
We may be agents of this same culture of offering technologic
solutions to humanistic problems. We as oncologists are privi-
leged to be participants in the difficult transition of our patients
from actively living to the ritual of dying. “On our watch” we,
as a team, can offer realistic expectations, foster hope, identify
willing family members, friends, and community resources, act-
ing as a valued guide and no longer as a scientific expert.
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